Under-identification of mental health difficulties (MHD) in children and young people contributes to the significant unmet need for mental health care. School-based programmes have the potential to improve identification rates. This systematic review aimed to determine the feasibility of various models of school-based identification of MHD. We conducted systematic searches in Medline, Embase, PsycINFO, ERIC, British Education Index, and ASSIA using terms for mental health combined with terms for school-based identification. We included studies that assessed feasibility of school-based identification of students in formal education aged 3-18 with MHD, symptomatology of MHD, or exposed to risks for MHD. Feasibility was defined in terms of (1) intervention fit, (2) cost and resource implications, (3) intervention complexity, flexibility, manualisation, and time concerns, and (4) adverse events. Thirty-three studies met inclusion criteria. The majority focused on behavioural and socioemotional problems or suicide risk, examined universal screening models, and used cross-sectional designs. In general, school-based programmes for identifying MHD aligned with schools' priorities, but their appropriateness for students varied by condition. Time, resource, and cost concerns were the most common barriers to feasibility across models and conditions. The evidence base regarding feasibility is limited, and study heterogeneity prohibits definitive conclusions about the feasibility of different identification models. Education, health, and government agencies must determine how to allocate available resources to make the widespread adoption of school-based identification programmes more feasible. Furthermore, the definition and measurement of feasibility must be standardised to promote any future comparison between models and conditions.
Background
Mental health difficulties (MHD) in children and young people (CYP) are an important public health challenge globally (Patel et al. 2007 ). MHD, including diagnosed psychiatric disorders, as well as subclinical symptoms of poor mental health (e.g. behavioural and socioemotional problems), are associated with a number of negative short-and long-term social, health, academic, and economic outcomes (Belfer 2008; Breslau et al. 2008; Green et al. 2005; Jokela et al. 2009 ). Whilst several early intervention strategies have shown success in reducing the burden of MHD in CYP (Children and Young People's Mental Health and Wellbeing Taskforce 2015; Fazel et al. 2014; National Health Service England 2016) , only about 15-30% of CYP with MHD receive any treatment (Burns et al. 1995; Eklund and Dowdy 2014; Kohn et al. 2004) . Under-identification contributes to this gap: frontline gatekeepers such as teachers or primary care providers Electronic supplementary material The online version of this article (https://doi.org/10.1007/s11121-020-01095-6) contains supplementary material, which is available to authorized users. only identify 0.6-16% of CYP with MHD (Jensen et al. 2011; Levitt et al. 2007) .
Improving rates of identification is important for increasing access to care and support for CYP with MHD. Schools are well placed to identify and support CYP with MHD due to their near universal access to CYP, high number of contact hours, close relationships with students and families, and the fact that the majority of MHD begin during the schooling years (Department of Health and Department for Education 2017; Humphrey and Wigelsworth 2016; Weist et al. 2007; Williams 2013) . Furthermore, the recent UK Government Green Paper on CYP's Mental Health sets expectations for schools to take a central role in the identification of and response to MHD (Department of Health and Department for Education 2017). Yet, despite these expectations, many school staff members feel unprepared to recognise MHD in their students (Day et al. 2017; Evans et al. 2016) .
Schools currently use four main models to identify students with MHD (Panel 1). Universal screening refers to the assessment of all students using self-, teacher-, or parent-report measures. Selective screening is similar to universal screening but only assesses students with certain identifiable risk factors. Staff in-service training refers to increasing school staff's knowledge and building capacity to recognise and refer students at-risk of or experiencing MHD. Curriculum-based models centre around educating students about MHD and rely on students to identify MHD and communicate concerns appropriately. In the UK, over 80% of schools currently rely on ad hoc identification of MHD. Systematic approaches are far less common; for example, only 15% of schools use universal screening, and a quarter use selective screening (NatCen Social Research and The National Children's Bureau Research and Policy Team 2017).
School-based programmes have the potential to improve rates of MHD identification in CYP (Anderson et al. 2018 ). In the design and implementation of such programmes, it is important to consider not only effectiveness, but also social validity (Craig et al. 2008; Humphrey and Wigelsworth 2016) . Social validity refers to 'social importance', or how much value society ascribes to the goals, procedures, and effects of a given programme (Wolf 1978) . The social validity of an identification programme may refer to its feasibility, acceptability, and utility (Humphrey and Wigelsworth 2016) , and is key for promoting successful implementation and long-term sustainability.
In this review, 'feasibility' refers to the impact of factors that affect programme implementation, including demand, ease of delivery, practicality, flexibility, and some aspects of acceptability (Bird et al. 2014; Bowen et al. 2009 ). Barriers and facilitators at the intervention level as well as the larger context in which an intervention takes place (e.g. school or policy context) can affect implementation and sustainability (Domitrovich et al. 2008; Ozer 2006) . Understanding these barriers and facilitators is important for scaling up evidencebased mental health interventions in schools (Fazel et al. 2014) . To be sustainable, programmes must be feasible for all stakeholders, including students, parents, school staff, and mental health professionals.
Despite the clear importance of, and recent policy focus on, early identification of MHD, there is a paucity of evidence for the effectiveness, feasibility, and acceptability of school-based identification models, especially within the UK (Fazel et al. 2014; Humphrey and Wigelsworth 2016) . A recent systematic review (Anderson et al. 2018 ) examined the effectiveness of school-based models of identification. The present linked review sought to determine the feasibility of various models of school-based MHD identification.
Methods
The protocol for this review is registered with the International Prospective Register of Systematic Reviews (PROSPERO; https://www.crd.york.ac.uk/prospero; registration number: 42016053084 (18 January 2017 version)).
Definition of Feasibility
At the outset of this review, a literature search returned only one systematic tool for measuring the feasibility of mental health interventions: the Structured Assessment of FEasibility (SAFE) tool (Bird et al. 2014 ) (additional frameworks have been developed and tested since; see Weiner et al. (2017) ). The SAFE tool features sixteen different aspects of feasibility, which we adapted (excluding 'effectiveness', 'pilotable', and 'reversible' criteria) to fit our research questions. To facilitate concise reporting, we further grouped the aspects of feasibility into four headings:
1. Intervention fit: matches prioritised goals, applicable to population of interest 2. Cost and resource implications: costly setup, cost-saving, additional human resources, additional material resources, staff training, on-going supervision 3. Intervention complexity, flexibility, manualisation, and time concerns 4. Adverse events
Inclusion and Exclusion Criteria
We included studies that assessed feasibility of school-based interventions to identify students aged 3-18 years with (1) diagnosable MHD, (2) symptoms of mental ill health, or (3) exposure to psychosocial risk leading to increased risk of MHD. Most of the above feasibility categories are inherently informative; for example, whether a programme was perceived as too complex has clear, direct implications for feasibility. However, for three categories-staff training, on-going supervision, and manualisation-we required a more detailed comment than whether or not a programme included these elements (i.e. a statement about the implications of these elements on a programme's implementation or sustainability). We excluded studies that focused on cost-effectiveness, as this outcome is included in our linked review (Anderson et al. 2018) . We had no restriction regarding informants about feasibility. We included studies that did not explicitly state that they were measuring feasibility, but did report on at least one of the outcomes listed above, and studies that included inprinciple findings (i.e. did not examine a specific intervention). We excluded studies that focused on global or specific learning disabilities or psychometric properties of an identification measure. We did not restrict study design.
Search Strategy
We searched the following electronic databases in May and June 2017 and again in July 2018: Medline and Embase via OvidSP; PsycINFO, ERIC, and British Education Index via EBSCOhost; and ASSIA via ProQuest. The search strategy ( Supplementary Table 1 ) included two domains: schoolbased identification and mental health. We combined our search terms with subject heading terms in each database. We collected additional citations through hand-searching reference lists of key publications and relevant journals.
Study Selection and Data Extraction
Independent reviewers (ES, JKA, EH) double screened studies in three stages: (1) reviewers screened titles and removed obviously irrelevant citations; (2) reviewers judged abstracts against inclusion/exclusion criteria; and (3) reviewers examined full texts of potentially relevant citations against inclusion/exclusion criteria. We resolved disagreements by discussion. Two reviewers (ES, JKA) piloted data extraction tables with three studies to ensure they captured all relevant information. The reviewers independently extracted data; disagreements were solved by discussion, and if necessary by a third reviewer (EH). We extracted information on study design, study aims, school level(s), identification measures, informants, programme descriptions, and sample characteristics. Regarding feasibility, we extracted outcomes according to the SAFE categories, feasibility informants, and the method of determining feasibility.
Critical Appraisal
We assessed quantitative studies using the Canadian Effective Public Health Practice Project (EPHPP) Quality Assessment Tool for Quantitative Studies (Armijo-Olivo et al. 2012) and qualitative studies using the Critical Appraisal Skills Programme (CASP) Qualitative Research Checklist (Critical Appraisal Skills Programme (CASP) 2013). We used both tools to assess mixed methods studies.
Synthesis of Results
We provide a numerical account of included studies and employ narrative synthesis to present results, with studies grouped based on the type of identification model evaluated. We use Popay et al.' (2006) guidance on narrative synthesis to guide reporting and provide a summary and conclusions in the discussion (Popay et al. 2006 ).
Results
Thirty-three studies met inclusion criteria (see Figure 1 for PRISMA flowchart and Supplementary Table 2 for an account of studies). The vast majority were conducted after the year 2000 (n = 29) and were from the United States (n = 27). Most studies used a cross-sectional design to assess feasibility (n = 26) and examined universal screening (n = 30). Behavioural and socioemotional problems (n = 14) and suicide risk (n = 11) were the most-studied conditions.
Quality of Included Studies

Quantitative Studies
We provide quality ratings in Supplementary Table 3 . The overall methodological quality of included studies was low. The majority were rated 'weak' in study design (n = 25) and had 'moderate' risk of selection bias (n = 21). Only seven studies used validated and reliable tools to measure feasibility. Drop-out rates varied between studies.
Qualitative Studies
Four of the studies with qualitative elements (D'Souza et al. 2005; Kirk 2014; Nadeem et al. 2016; Whitney et al. 2011) scored well on the CASP tool, indicating appropriate research design, recruitment, data collection, and data analysis. Each study also included a clear statement of aims and findings and added value to the evidence base. One study (Gilmore et al. 2004 ) did not score as highly, due to lack of a clear aim and insufficiently rigorous data analysis.
Feasibility of School-Based Identification of Mental Health Difficulties
We present characteristics of included studies in Table 1 . We present feasibility findings and feasibility reporting by study in Supplementary Tables 4 and 5, respectively.
Universal and Selective Screening
Thirty studies reported on the feasibility of universal or selective screening ( Supplementary Table 5 ). Fourteen reported on screening programmes for behavioural and socioemotional problems (Bruhn et al. 2014; Chartier et al. 2008; Davis 2014; Donohue et al. 2015; Edmunds et al. 2005; Gilmore et al. 2004; Kirk 2014; McManus 2009; Nemeroff et al. 2008; Poulsen et al. 2015; Romer 2012; Shortt et al. 2006; Vander Stoep et al. 2005; Walker et al. 1994) , eight on suicide risk (Eckert et al. 2003; Fox et al. 2013; Gould et al. 2005; Hallfors et al. 2006a; Miller et al. 1999; Robinson et al. 2011; Scherff et al. 2005; Whitney et al. 2011) , four on substance abuse (Chatterji et al. 2004; Curtis et al. 2014; Hallfors et al. 2006b; Hallfors et al. 2000) , three on depression (Chatterji et al. 2004; Fox et al. 2013; Lyon et al. 2016) , and one each on ADHD (Barry et al. 2016) , anxiety (Chatterji et al. 2004) , and eating disorders (D'Souza et al. 2005) .
Intervention Fit Twenty-two studies considered whether screening programmes were applicable to students and fit with prioritised goals. From the perspective of school staff, screening for behavioural and socioemotional problems (Davis 2014; Gilmore et al. 2004; Kirk 2014; McManus 2009; Romer 2012; Shortt et al. 2006; Walker et al. 1994 ) and eating disorders (D'Souza et al. 2005) matched school priorities in practice. However, when asked about in-principle feasibility, staff did not view identification of such problems as a school responsibility (Bruhn et al. 2014) . Similarly, four in-principle studies comparing different identification models found that school staff were not persuaded screening for suicide risk was beneficial or acceptable (Eckert et al. 2003; Miller et al. 1999; Scherff et al. 2005; Whitney et al. 2011) , and questioned whether screening was within schools' remit (Whitney et al. 2011) . In these studies, staff preferred in-service training and curriculum-based models over screening. In practice, views on screening for suicide risk were mixed, with some staff finding it an acceptable model and others feeling it was not beneficial (Hallfors et al. 2006a; Robinson et al. 2011) . Support from teachers and superintendents increased student (3) Behaviour Screening Checklist for children who are of concern during the PSM To run subgroup analyses for these variables using exposure to disaster, parent concern, and demographic characteristics NA participation in screening, particularly for programmes that parents did not view as important (Barry et al. 2016) . In general, parental support for screening was strong; nearly all parents (84-89%) supported screening for depression and suicide risk (although support differed by ethnicity and parental history of mental illness) (Fox et al. 2013 ) and over 99% of parents were satisfied with a post-disaster screening programme for behavioural and socioemotional problems (Poulsen et al. 2015) . Similarly, students and mental health professionals found it important to screen for risk for behavioural and socioemotional problems (Romer 2012; Shortt et al. 2006) . In terms of the relevance for students, school staff and parents generally viewed screening programmes for behavioural and socioemotional problems favourably (Davis 2014; Kirk 2014; McManus 2009; Nemeroff et al. 2008) . In contrast, staff raised concerns about the applicability of programmes for suicide risk (Hallfors et al. 2006a; Miller et al. 1999 ) and eating disorders (D'Souza et al. 2005) , believing that students would not take these screenings seriously. Indeed, the programme for eating disorders was more effective for female students than for male students, and boys generally viewed the programme less favourably than did girls (D'Souza et al. 2005) . Similarly, in a programme for suicide risk, those at highest risk were less likely to find the programme helpful (Robinson et al. 2011) . Compared with behavioural and socioemotional problems, conditions that received less support with respect to screening were less prevalent in students. For less common conditions, selective screening for smaller, higher-risk groups had greater acceptance (D'Souza et al. 2005; Hallfors et al. 2006b ).
Cost and Resource Implications Thirteen studies considered cost and resource implications of screening. Regardless of condition screened for, schools were concerned about programme sustainability due to human resource requirements from the data collection stage to the provision of on-going support for identified students (Bruhn et al. 2014; D'Souza et al. 2005; Donohue et al. 2015; Hallfors et al. 2006a; Hallfors et al. 2000; Vander Stoep et al. 2005; Whitney et al. 2011) . These concerns were reflected in a modelling study that found depression screening would require additional mental health professionals in order to accommodate newly identified students (Lyon et al. 2016) . Whilst several programmes offered training for school staff, only two reported on training feasibility. One study reported teacher training required only one hour (Barry et al. 2016) , although another found that many staff declined training, believing their professional training to be sufficient (Hallfors et al. 2006a) . Similarly, several programmes offered supervision to school staff, but only two studies commented on supervision feasibility. These studies found that on-going supervision was crucial and that school staff doubted programme sustainability in the absence of on- 
Study description
Follow-up mechanism for students identified as having MHD/risk for MHD
Sample characteristics
Percentage of students identified as having MHD/ risk for MHD psychologist to assess students identified as 'at-risk'
School-wide screening: (1) brief (~10 min) self-report rating scale;
(2) school psychologist/counsellor to assess students who scored above predetermined cut-off
Results fed back to parents (for at-risk students only) with referral information
NA not applicable, ND not described 1 Study designs represent the designs used to measure feasibility going support from research staff (D'Souza et al. 2005; Hallfors et al. 2006a ). In terms of additional material resources, schools' most common concern was about purchasing screening tools or equipment for computerised testing (Bruhn et al. 2014; Donohue et al. 2015; Hallfors et al. 2000; Vander Stoep et al. 2005) . Five studies commented directly on costs of screening with mixed findings. One study reported general concerns about schools' budgets (Bruhn et al. 2014) , whilst four reported absolute costs. Two studies on behavioural and socioemotional screening found relatively low costs: data collection alone cost £4.60 per student (Edmunds et al. 2005 ) and a full programme (including follow-up support) cost US$9-15 per student (Vander Stoep et al. 2005 ). However, two other studies reported much higher costs of US$149-194 per student screened (Chatterji et al. 2004; Walker et al. 1994 ). These costs were not clearly related to the identity of those who delivered the screening programme (i.e. school staff (Edmunds et al. 2005; Walker et al. 1994) , research staff (Vander Stoep et al. 2005) , or a combination of in-school/ external staff (Chatterji et al. 2004) ).
Intervention Complexity, Flexibility, Manualisation, and Time
Concerns Thirteen studies commented on the complexity of screening programmes. Not all programmes were perceived as complex (Gilmore et al. 2004; Hallfors et al. 2006b; McManus 2009 ), but when they were, common factors of difficulty included obtaining consent, persuading teachers to release student time to complete assessments, collecting and analysing data, and integrating programmes into school culture. Schools viewed active parental consent requirements as a significant barrier (Barry et al. 2016; Chartier et al. 2008; Kirk 2014) ; obtaining consent was particularly difficult for students of lower socioeconomic status (Barry et al. 2016) and for students at high risk for MHD (Chartier et al. 2008 ). There was no clear consensus regarding the preferred method or mode of data collection. Whilst some questionnaires were easy to complete (McManus 2009), others used difficult wording (Donohue et al. 2015) . For school staff, there was also no consensus regarding whether screening was more feasible in computerised or traditional format, but students tended to prefer computerised assessment (Hallfors et al. 2000; Nemeroff et al. 2008) . Perceptions of programmes requiring school data varied; some were viewed as complex (Edmunds et al. 2005) but others as relatively easy (Hallfors et al. 2006b ), as determined by availability and ease of use of school records. School staff also found it difficult to fully comply with screening protocols (Hallfors et al. 2006a ) and to integrate screening into existing structures (D'Souza et al. 2005) .
Eighteen studies commented on time concerns. Across conditions, school staff believed programmes were time-prohibitive, and had difficulty finding time to administer questionnaires, enter and analyse data, follow-up with identified students, and integrate programmes into school culture (Barry et al. 2016; D'Souza et al. 2005; Donohue et al. 2015; Eckert et al. 2003; Edmunds et al. 2005; Gilmore et al. 2004; Hallfors et al. 2006a; Hallfors et al. 2000; Kirk 2014; Miller et al. 1999; Nemeroff et al. 2008; Scherff et al. 2005) . Programmes that identified large numbers of students were more likely to be viewed as overly time-intensive due to follow-up requirements (Hallfors et al. 2006a) . Only four studies (Curtis et al. 2014; Davis 2014; Hallfors et al. 2000; Robinson et al. 2011) reported that staff, parents, and students viewed screening as time-efficient, with computerised assessment helping to reduce time requirements (Hallfors et al. 2000) . Four of the five studies that quantified time resources found that completion of questionnaires required 15-50 minutes (Curtis et al. 2014; Edmunds et al. 2005; McManus 2009; Vander Stoep et al. 2005) and follow-up with identified students required 10-30 minutes per student (Curtis et al. 2014) , though one programme reported time requirements of 6.43 hours per student (Walker et al. 1994) . Whilst school staff generally believed that this was reasonable, large numbers of identified students overwhelmed schools (Hallfors et al. 2006a) .
Four studies evaluated screening programme flexibility, all of which found that school staff valued the ability to tailor programmes to fit schools' and students' needs. Schools adapted programmes both in terms of format (Curtis et al. 2014; D'Souza et al. 2005 ) and target population (Hallfors et al. 2006a; Nemeroff et al. 2008) , which increased perceived feasibility.
Adverse Events Only two studies reported on potential harms of screening, both of which concerned programmes that screened for suicide risk. These studies compared distress and suicidal ideation of students who were or were not exposed to questions about suicide, and found no significant difference in either distress or suicidal ideation between the groups (Gould et al. 2005; Robinson et al. 2011) , including for students at high risk for suicide (Gould et al. 2005) .
Staff In-service Training
Eight studies reported on the feasibility of staff in-service training, six of which focused on identification of suicide risk (Eckert et al. 2003; Eckert et al. 2006; Kalafat and Elias 1994; Miller et al. 1999; Nadeem et al. 2016; Scherff et al. 2005; Whitney et al. 2011 ) and one of which on ADHD (Sayal et al. 2006) . All but two studies (Nadeem et al. 2016; Sayal et al. 2006 ) examined in-principle feasibility and all examined the views of school staff.
Intervention Fit All eight studies commented on intervention fit. In general, teachers perceived in-service training for identifying ADHD as appropriate, relevant, and useful (Sayal et al. 2006) . There was no clear consensus on whether in-service training for identifying suicide risk matched school priorities. Although staff questioned whether mental health should be the responsibility of schools (Nadeem et al. 2016; Whitney et al. 2011) , they generally viewed in-service training as beneficial for students (Eckert et al. 2003; Miller et al. 1999; Scherff et al. 2005) . Furthermore, although school staff believed that in-service training was appropriate for a variety of students (Miller et al. 1999) , some evidence suggested that female students may find staff in-service training more acceptable than do males (Eckert et al. 2006) . Finally, school staff expressed concern about teacher and parent buy-in (Nadeem et al. 2016; Whitney et al. 2011) .
Cost and Resource Implications Two studies commented on cost and resource implications of staff in-service training. School staff thought that resources for mental health were crucial, particularly for students without access to care outside of school (Nadeem et al. 2016) . Staff thought that the training was valuable and that it would help them to identify and support students with mental health needs (Nadeem et al. 2016; Whitney et al. 2011) .
Intervention Complexity, Flexibility, Manualisation, and Time
Concerns Two studies reported on complexity of staff inservice training programmes. School staff viewed in-service training as complex due to difficulties communicating with parents about their child's risk (Nadeem et al. 2016) . However, staff also believed that in-service training was easier to implement in comparison with other models of identification (i.e. curriculum-based models and universal screening) (Whitney et al. 2011 ). Three studies commented on time concerns. School staff viewed in-service training as intrusive into staff and student time (Eckert et al. 2003; Miller et al. 1999) , although this was less of a concern for school superintendents (Scherff et al. 2005 ).
Adverse Events Not described.
Curriculum-Based Models
Seven studies reported on the feasibility of curriculum-based models for identification of suicide risk (Eckert et al. 2003 (Eckert et al. , 2006 Kalafat and Elias 1994; Miller et al. 1999; Scherff et al. 2005; Whitney et al. 2011) , six of which examined inprinciple feasibility according to school staff or students and one of which (Kalafat and Elias 1994) assessed in-practice feasibility according to students.
Intervention Fit All seven studies commented on intervention fit. School staff generally agreed that curriculum-based models were beneficial, helpful, and appropriate for a variety of students (Eckert et al. 2003; Miller et al. 1999; Scherff et al. 2005) . However, some doubted the fit for younger students and raised concerns about lack of teacher buy-in and parental objections (Whitney et al. 2011 ). In-principle perceptions varied among students, with female students finding curriculumbased models more acceptable and less intrusive than male students (Eckert et al. 2006) . In practice, however, most students found the curriculum-based approach to identifying suicide risk to be useful, interesting, relevant, and important (Kalafat and Elias 1994) .
Cost and Resource Implications Not described.
Intervention Complexity, Flexibility, Manualisation, and Time Concerns One study commented on programme complexity and found that school principals appreciated that curriculumbased models were easy to implement, standardised, and deliverable to all students (Whitney et al. 2011 ). Six studies reported on time concerns. In general, school staff were concerned about curriculum-based models intruding into staff and student time (Eckert et al. 2003; Scherff et al. 2005; Whitney et al. 2011) , although school superintendents were less concerned about time requirements (Scherff et al. 2005) .
Adverse Events
The only study to report on adverse events found that only 3% of students rated classes about suicide as upsetting (Kalafat and Elias 1994) .
Discussion
We identified 33 studies that reported on the feasibility of school-based identification of MHD. Most studies focused on behavioural and socioemotional problems or suicide risk were cross-sectional in design and examined feasibility from the perspective of school staff.
Screening programmes were the most common identification model evaluated. Most school staff perceived screening to be aligned with school priorities but viewed programmes that screened for less prevalent conditions (e.g. eating disorders, substance abuse, and suicide risk) as less applicable to all students. Across conditions, school staff were concerned about additional human and material resources, and costs varied widely (from less than £5 per student for data collection to nearly US$200 per student screened). Time concerns were common across models and conditions, and staff doubted whether schools had enough time to complete screening, particularly when the process involved following up with at-risk students. Attainment of consent and communication with parents were significant barriers to feasibility. Flexible programmes were reported as more feasible, particularly when universal screening could be adapted to target higher-risk groups only. No study found evidence of harms resulting from screening.
Staff in-service training and curriculum-based models were less common and most focused on suicide risk. In-service training matched well with school priorities and was helpful in principle, but in practice, many school staff doubted whether mental health was their responsibility, which might explain concerns about time and resource requirements. Curriculum-based models also aligned with school priorities and were perceived as helpful, standardised, and easy to implement. School staff generally viewed both models as intrusive into staff and student time.
Suicide risk and ADHD were the only conditions represented across two or more identification models, thereby providing opportunity for comparison. For suicide risk, school staff preferred in-service training and curriculum-based programmes to universal screening. Compared with screening, these models aligned more with prioritised goals and were perceived as more applicable to a variety of students and easier to implement. Screening was ubiquitously viewed as the most time-intrusive model. ADHD identification had similar trends, whereby school staff and parents viewed staff inservice training as a better fit than screening.
There were important differences between findings from inprinciple studies and studies of specific interventions, with the former generally showing lower feasibility. In-principle studies found that MHD identification was less of a priority and that programmes were less applicable to students. This might be explained by the fact that studies of specific interventions would have taken place in schools for which identification was enough of a priority to participate in research and were therefore viewed more favourably. Alternatively, initial concerns may be allayed when a programme is delivered in practice.
Quality of the Evidence
Although the majority of quantitative studies were rated 'weak' in terms of study design, Bowen et al. (2009) have argued that several designs besides RCTs are appropriate for assessing feasibility, including crosssectional and pre-post designs (Bowen et al. 2009 ). Studies used a variety of methods to measure feasibility, including authors' observations, surveys, rating tools, and interviews. However, few utilised validated and reliable measures to measure feasibility, which is unsurprising given the scarcity of available tools. The qualitative studies and qualitative elements of mixed methods studies were generally of high quality and examined feasibility in more depth by exploring context as well as the logic and reasoning underlying stakeholder perspectives.
Limitations
We acknowledge several limitations. First, we only included studies published in English. Second, the lack of standardised definition and validated measures of feasibility limited our ability to compare feasibility across studies and identification models. Finally, whilst the SAFE guidance was comprehensive, it would have been useful to compare it with other tools (nearly 40 identified aspects of feasibility were left out of the tool; see Appendix DS1 of Bird et al. 2014) . Widening the scope of feasibility criteria would likely have led to inclusion of additional studies.
Implications for Practice
Although the evidence did not indicate one identification model as more feasible than others, we did identify a number of key barriers. Collaboration between schools and mental health professionals, as recommended by the Green Paper on CYP's Mental Health (Department of Health and Department for Education 2017), may help address some of these concerns. For example, mental health professionals could consult with schools to reduce barriers such as complexity and training/supervision requirements and could further assist in following up with identified students. Sharing the responsibility of identification between health and education sectors would also address schools' concerns that mental health is not their responsibility. Indeed, several other settings may complement schools in the identification of MHD, including primary care practices.
Cost and resource concerns are perhaps more difficult to address, as schools have limited budgets and resources. However, these concerns can be partially addressed through efficient use of existing resources. For example, using routinely collected school data could help identify specific groups of students at increased risk of MHD (Kuo et al. 2013) , thereby increasing the positive predictive value of any screening tool. Furthermore, despite some evidence that programmes can be costly for both schools and society, it is clear that affordable programmes do exist; at an estimated US$9-15 per student for identification and one-to-one follow-up (Vander Stoep et al. 2005) , the costs of schoolbased identification can be much lower than for specialist care (Snell et al. 2013) . Such programmes also offer opportunity for early diagnosis and treatment, which can reduce the long-term costs of MHD (Williams 2013) . Given the clear benefits of early identification, education, health, and government sectors must collaborate to most effectively allocate existing resources.
Finally, in creating feasible programmes, stakeholder participation is crucial. Encouragingly, in this review, the majority of included studies assessed feasibility by directly surveying or interviewing school staff, parents, and/or students. Involving stakeholders in all phases of intervention design, evaluation, and implementation yields better quality research and improved outcomes, and promotes better integration and sustainability, increased ownership, and greater cultural sensitivity (Brett et al. 2014; Wallerstein and Duran 2010) .
Directions for Future Research
The first steps toward a better understanding of the feasibility of school-based MHD identification are to (1) create a standardised definition of feasibility and its components and (2) clarify how to reliably measure intervention feasibility. The development of standardised measures (Weiner et al. 2017 ) is crucial for both assessing feasibility of individual programmes and comparing feasibility across programmes. Furthermore, as feasibility can differ in principle and in practice, it is important to examine the relationship between the two through continued evaluation in all stages of intervention research (e.g. with detailed process evaluations (Craig et al. 2008; Moore et al. 2015) ) and to assess feasibility in conjunction with effectiveness.
Furthermore, because programmes that are feasible and effective in one school may not be in others, researchers should explicitly examine school and policy contexts and their interaction with the intervention itself (Domitrovich et al. 2008; Ozer 2006) . Such research is likely best conducted through mixed methods approaches and requires a detailed understanding of both intervention components and broader structural factors (Howarth et al. 2016 ). An examination of service context is particularly needed; most included studies were US-based, limiting generalisability to countries such as the UK, where long wait times often prohibit timely access to services (Frith 2017) .
Finally, future research should continue to explicitly examine the potential for harms and unintended consequences related to MHD identification, as many school staff are concerned about the possibility of iatrogenic effects (Evans et al. 2016) . Potential harms must be weighed against the benefits of the programme in order to inform practice (Public Health England 2015) .
Conclusions
This is the first known systematic review of the feasibility of school-based MHD identification. The evidence base regarding feasibility is not robust enough to support programme scale-up, and between-study variation in definition and measurement of feasibility prohibits definitive conclusions about the most feasible identification model. Time, resource, and cost concerns are the most common barriers to feasibility. Education, health, and government agencies must work together to determine how to best allocate available resources to make the widespread adoption of identification programmes more feasible. Further research is needed regarding other possible contexts for identification, such as primary care or online screening.
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